


(Missouri Medicaid Specifications) 

format of this  relates Missouri Medicaid 
requirements to NCPDP Telecommunications Standard 

Field Name 
No. 

101 BIN-MO MEDICAID1 ::: I VERSION 
CODE 

104 PROCESSOR 81 NUMBER) 

303 PERSCN 

304 DATE OF 

305  SEX CODE 

306 CODE 

307 CUSTOIQR LOCATIONII 
FS c9 

c-95 

N/A 

N/A 

YES 

NO 
I 

ELIGIBILITY CLARIFICATION CODE 

311 PATIENT NAME 
I

GS I 1 
402 PRESCRIPTION 

403 CODE 

I 

NO 

c-2 YES 

NO* 
C-28 

c-29 S 

C-69 

1 



-- 

OVERVIEW 


claims have a minimum of records per  claim. One 
record, cne DAO reccrd, one record, - records, one 

Dental claims have a of 6 per one 
record, one DAO record, one record, FAG 1 -

F30 records and one -
Required Records 

Pile "Submitter D a t a  " 
Batch Record "Provider Data 

Header Record "Patient 

Eatch Trai ler  
File Trailer  Record 

Summary" 

Record Layout Charts ( for  HCFA-1500 Dental) 
of Headings 

N o .  - Field Number 
Field - Field N a m e  
Table Value - element i d e n t i f i e r  f o r  the Data De 
- - A implies t h e  f i e l d  i s  fo r  

A implies t h a t  f i e l da l l  claims. 
i s  not always required o r  required 
Medicaid claims o r  the  f i e l d  A 

t h a t  the f i e l d  i s  NOT applicable 
A. 

Missouri Medicaid b i l l i n g  -

Division of Medical has the  
Plans should submit only paid claims Data Services.. 
- i s  of Health P lan  t o  
claims error  off o r  r e j ec t  as result of 

Adjustments w i l l  not be accepted. 
Internal Control Number from the  R e m i t t a n c e  i n  

t c  submit t h e  V o i d  

The Plan 

RECORD LAYOUT MANUAL 



NAME: 	 FILE RECORD RECORDTYPE: 
DATA" 

c Required by Medicaid - M u s t  be first record 
o be 

0 - 1- 6 5  





RECORD NAME: 	 BATCH RECORDTYPE: 
"PROVIDER DATA 

c by Medicaid 

C be by EA1 o r  
Must f o l l o w  either A A O  or  Y A O  


Field 
No. 

F i e l d  Name T a b l e  Encounter 
V a l u e  

d 

02 

RECORD C-24 

EMC PROV ID NO 

03 BATCH C-62 
I I I 

BATCH 

BATCH I D  a 

2 5  

2 7  

28 

I I 
24 STATE LICENSE NO NO 

NO if 

I I  

FILLER-LOCAL YES 



RECORD NAME: 	 HEADER 
"PROVIDER DATA 2" 

T a b l e  Encounter F i e l d  F i e l d  Name 
No - V a l u e  Req -

6E 



RECORD RECORD TYPE: 

o by 
Must follow or or 
Must be by CBO or DAO 

Field Field Name T a b l e  
No. Value 

ID c - 2 4  

02 -02.0) 
PAT CONTROL NO C - 3 1  NO 

PAT LAST NAME c-2 
05 PAT FIRST c-2 

06 PAT 

PAT 

PAT OF BIRTH 

09 PAT SEX c-49 NO

10 PAT TYPE OF RESIDENCE NO 
~~ 

11 I 1 2  PAT NO 
~~ 

PAT CITY 
13 
14 PAT 

15 ZIP NO 

PAT 

17 PAT MARITAL STATJS 

PAT STUDENT STATUS NO 

19 PAT STATUSI 2c PAT 

PAT OF NO 
I I 

22 INSURANCE C - 6 3  

23 CLAIM EDITING IND 

TYPE OF CLAIM 
I I1 :: 1LE-L REP IND 

ORIGIN CODE 

CONTROL NO I 
NUMBER 



2 9  ID NO 

30 - YES 

08-01-95 7 0  



RECORD TYPE: 
"LEGAL DATA" 

Field 
No. 

0 1  

02 

03 

04 

05 

Field Table  
Value 

ID C-24 

(CEO-02- 0 )  NO 

PERSON FIRST NAME I 

?AT CCNTROL NO NO 

PERSON LAST NAME NO 

09 

10 

11 

12 

13 

08 ESP I I s o  
~~ 

PERSON CITY 

PERSON STATE 

ZIP 

RESP PERSON PHONE 

14 



RECORD INFORMATION RECORD TYPE: 
''PAYOR DATA 1" 

C Required for Medicaid processing 

0 Must or CBO 


or 

F i e l d  F i e l d  Name 
No. 

01 RECORD 

I C  

~~ NO 

1 5  ASSIGN OF 

1 6  SOURCE 

17 PAT 

18  I3 NO 

19 NAME 

FIRST 

Table 
Value Req -

C - 2 4  

NO 

NO 

NC 

NO 

c-I 	
NC 

7 2  



2 s  



--- 

RECORD INFORMATION 
'PAYOR DATA 2" 

N o t  by Medicaid 

3 Must follow 
0 Must be followed DA2 or 

Field Field Name T a b l e  
No - V a l u e  -
0 1  REMRD c-24 

02 c-21 

(I 
I 

03 PAT NO NO 

PAYOR NO 

NC I 
05 NC 



RECORD INFORMATION 
"PAYOR DATA 

o Not 
Mus: fo l low 
Must be by 

RECORD TYPE: 

Field Field Name Table Encounter-
No. Value 

c - 2 4  3A2 

02 c - 2 1  

03 NO 

04 

05 NO 

ZIP NO
O 6  ! 

SPOUSE 
I 

NO 

15 CITY NO 

STATE NO 

17 ZIP 

ID NO 

YES 

2 3  



NAME: RECORD RECORDTYPE: 

Field 
No. 

01 

F i e l d  Name Table 
Value  

RECORD I D  c-24 

03 

04 

NO 

05 

3 7  

09 

11 

13 

14 

16 

18 

20 

21 

22 

23 

24 

25 

25 

27 

El 

ACCIDENT C-16 

OF 

RESPONSIBILITY IND 

ACCIDENT STATE 

HOUR 

OF INFO IND 

OF INFO DATE 

SYMP DT 

TYPE 

DATE 

DZSABILI'IY-TO DATE 

I D  NO 

RESERVED 

RE-FER DROV LAST 

PROV FIRST 

PROV MI 

PROV 

GATE-1 

I5 DATE -

I 



77 



RECORD TYPE: 

0 Not Required by Medicaid 

0 Must fo l low 
0 Must be by or 

2 3  

24 

2 5  

F I R S T  YO 

M I  NO 

5 

Field Field Name Table 
No. Value 

01 I D  

0 2  

0 3  PAT CONTROL NO NO 

04 I D  NO 

05 

C.6 

07 I 2 

09 STATE 

10 CODE NO 

11 RECORD NO 

1 2  TO WORK DATE NO 

DATE NO 

NO 

15 CATE-2 I I YO 

1 6  PROV I D  NO 

17 NO 

18 PROV 

1 9  SUPV PROV F I R S T  YO 

2 0  PROV MI 

2 1  SUPV PROV STATE 

22 NO 

E-TH RECORD LAYOUT E - 0 1 - 3 5  




RECORDTYPE: 
PERIODIC DIAGNOSTIC 
" 

F i e l d  
No. 

01 

02 

03 

Field Name Table Encounter 
Value  Req 

NO NC 

CETAIN NC 
I I 

0 9  

1 0  

11 

1 2  

1 3  

NC 

FIND NC 

ASSESS PERF NC 

FIND 

14 

15 

16 

17 

18 

19 

FIND

ASSESS PERF 

2o 

FIND NC 

PERF NC 

ASSESS FIND 

NC 

NO 

PERF NC 

2 2  FIND NC 

2 3  ASSESS PERF 

2 4  ASSESS FIND 

2 5  ASSESS 

2 6  ASSESS NC 



14 

1 

2 

3 

4 

5 

6 

7 

8 

9 

11 

1 2  

13 

28  

29 

30 

3: 

32  

3 3  

34 

35  

36 

37 

3 6  

3 4  

41 

4 2  

43 

46 

47 

48 

49 

50  

5 1  

52  

5 3  

54 

55 

56 

TREATMENT ITEM NO NO 
I 

LAB TEST PERF NO 

LAB TEST FIND NO 

TST PERF NO 

TST FIND NO 

SICKLE LAB PERF NO 

SICKLE CELL LAB FIND NO 

LEE PERF NO 

LAB FIND NO 

TEST PERF NO 

T I N E  TEST FIND NO 

TEST 1 PERF NO 

TEST 1 NO 

TEST 1 

TEST 2 PERF 

TEST 2 F I N D  NO 

TEST 2 DESC NO 

TREATMENT NO NO 

NO NO 

ITEM NO 

ITEM NO NO 

NO NO 

NO NO 

TREATMENT I T E M  NO NO 

TREATMENT ITEM NO NO 

TREATMENT ITEM NO NO 

NO NO 

TREATMENT ITEM NO NO 

ITEM NO NO 

ITEM NO NO 

6 3  STAT NO1 I N  KO 

TREATMENT STAT I N  

, 


HEALTH RECORD 08-01-56 




STAT NO4 IN 

STAT 

DE NO 
~ 

66 STAT DE NG 

67 STAT NO 

68 STAT NO1 NO 

75 ITEM 4 

76 ITEM NO 5 

77 6 

78 ITEM NC 

83 NOT 

84 

87 NOT 

88 

RUBELLA NOT 

1 


NO 

NO 

NO 


E l  




01 

02 

03 

04 

05 

06 

07 

08 

09 

LINE RECORDTYPE: 
"ROOT SEGMENT" 

Field Field Name Table  
No. Value 

ID "FAO" C-24 

c-21 

Req -

YES 

P-AT NO NO 

LINE ITEM CONTROL NO C-67 NO 

C-16 

C-i6 

OF YES 

GF CODE c-11 YES 

ECPCS PROCEDURE CODE C-30 

12 

1 c-35 NO 

2 c - 3 5  

MOCIFIER 3 NO 

13 LINE c-10 

14 CIAG CODE POINTER1 C- 68  

1 6  

17 

CIAG CODE POINTER2 NO 

EIAG CODE 

CODE POINTER4 

18 

19 

2G 

21 

22 

OF SVC c - 2 8  

MIN NO 

IND NO 

COB NO 

IND NO 

23 PRGV ID t-19 

24 PROV ID NO 

25 PRGV STATE 

COST CONT 

OTHER NO 

8 2  



29 REVIEW BY CODE I NO 

CLASS FINDINGS 

PROCEDURE I 
NO 

I CERT NG 

I 33 PODIATRY SVC NO 

34 CLIA ID NO NO 

35 

36  

38  

39 

42 

PAID NO 

HCPCS MODIFIER 4 NO 

SPECIALTY NO 

PODIATRY THERAPY NO 

THERAPY NO 

EMPLOYES NC 

DATE NO 

44 

47 

NO 

I WEI

CREATINE DATE 

OBLIGATED 

49 FILLER-NATIONAL 

FILLEX-LOCAL 

3 3  



-- 

Fie ld  F i e l d  Name 
No. 

0 1  I D  

0 2  SEQUENCE NO 

PAT CONTROL NO 

T a b l e  Encounter 
V a l u e  Req

C - 2 4  

c-21 

06 

c7  DEDUCTIBLE 

08 AMOUNT 

09 PROV ID

STATE 

~ 

04 L I N E  CONTROL 

05 

I--- ! NCSVC PROV I C  

1 2  PUR STATE 

1 3  PEN O F  NO 

1 4  PEN NC 

15 NATIONAL DRUG CODE 

16 DRUG 

17  NO 

18 DATE 

1 9  NO I I 
2 0  SPEC PRICING 

2 1  STATUS 

22 EPSDT IND c-44 

23 c-44 

2 4  IND 

2 5  EDSA ID 

2 5  FACILITY Z I P  

- 3 1- 3 4  




0 8- 0 1 - 9 5  



RECORD TYPE: 

N o t  R e q u i r e d  by Medicaid 

Must 

C Must be f o l l o w e d  by FB2 -

Field 
No -

Fie ld  Name Table Encounter 
Value Req -

RECORD I D  c-24 

NO c-21 

0 3  PAT CONTROL NO NO 

04 

05 

07 

09 

13 

1 2  

CONTROL NO NO 

NAME NO 

NO 

PROV FIRST 

PROV M I  NO 

ORDERING PROV U P I N  

PROV 

PROV F I R S T  NO 

M I  NO 

PROV U P I N  NO 

FROV LAST 

NO 

NO 

PROV F I R S T  NO 

16 PROV M I  NO 

NO 

17 RENDERING PROV U P I N  

SUPV PROV LAST 

19 PROV F I R S T  

2 0  PROV MI 

2 1  PROV ID 

2 2  SUPV UPIN 

NO 

23 

24 

NO 

FILLEX-NATIONAL YES 

PLAN LAYOUT MANUAL 



RECORD SERVICE LINE TYPE: 
SEGMENT" 

17 TYPE IND C NO 

C ADDR 1 NO 

F i e l d
NO. 

PROV C ADDR 2 

Field Name 

NO 

T a b l e  
V a l u e  R e a  -

I 

I3 c-20 FB2 
I I 

2 0  C C I T Y  NC 

21 PROV C STATE NO 

02 c-21 

03 NO NO 

22 

23 

ITEM NO NO

05 PRO?" NO 

C ZIP NC 

FILLER-

PROV A STATE NO 

PROV A Z I P  

15 

PROV TYPE 3 NO 
I I 

B NO 

B 2 NO 

B NO 

B NO 

B NO 
I 

0 8 - 0 1 - 9 6  



-- 

NAME: 	 SERVICE LINE 
SEGMENT" 

o Required for Medicaid processing-Dental claims only 
0 Must F B O  -
Must be followed by OR 

Field Field Name Table Encounter 
No. Value Req. -
01 RECORD I D  

02 SEOGENCE NO c - 2 1  YES 

03 PAT CONTROL NO 

04 CONTROL NO NO 

TOOTH CODE NUMBER C - 38  YES
O5 ! 
0 6  c - 3 9  NC

0 7  CODE NUMBER 2 

0 8  SURFACE 2 NC 

09 TOOTH CODE NUMBER 3 NO 

1 0  TOOTH SURFACE 3 NO 

11 TOOTH CODE NUMBER 4 NO 

1 2  TOOTH NO 

1 3  I N I T I A L  PLACE IND c - 3 7  NO 

14 PRIOR PLACE DATE NO 

1 5  DT 

1 6  REPLACEMENT NO 

17 ORTHO TREAT NO 

18  LENGTH NO 

1 9  DATE APPL NO 

, 20 , DATE APPL , NO 

21 RESERVED NOI 22 REPLACED NO 

TREAT NO 
I 

24 DT V I S I T  SER 

NC25  

2 7  NC 

K I S S I N G  PRIMARY NCI 
8 8  



- - 

29 TOOTH 

30 PERM TOOTH 

31 TOOTH 

32 TOOTH 

33 MISSXG PERM TOOTH 

3 4  PERM TOOTH 

35 TOOTH 

PERM TOOTH 

36 TOOTH NO 

35 PERM TOOTH S O  

TOOTH 

42 MISSING 

43 MISSXG PERM TOOTH NO 

PERM TOOTH NO 

> I  

MISSING TOOTH 

MISSING PER.? TOOTHI PERM TOOTH 

MISSING PERM TOOTH NO 

49 MISSING PERK TOCTH 

53 MISSXG PERM TOCTH NO 

51 MISSING PERM TOOTH NO 

52 PERM TOOTH 

53 PERM TOOTH 1 t; MISSING TOOTH 

MISSING TOOTH NO 

55 PERM TOOTH 

57 MISSING PERM TOOTH NO 

58 MISSZNG PERM TOOTH 

PERM TOOTH 
I I 



-


6 3  

64  

POCKET MEASURE NO 

YES 



Not Required by Medicaid 
FBC -

0 Must be followed by GCO -

Field F i e l d  Name 
No. 

01 ID " 

WEIGHT 


08 

09 

10 STRETCHER 

11 

12 SITUATION 

13 

14 VIS

16 

MILES 


18 ORIGIN INFO 


19 DESTINATION INFO 


20 PURPOSE OF TRIP 


2i PURPOSE OF 

22 DISCHARGED 


23 

24 SERVICES AVAILABLE 


25 -NATI

TYPE: GAQ 

Table 
V a l u e  Req -

c-24 I 

NC 


NC 


NO 


NO 


I 

NC 


NC 


NC 


NO 


91 



RECORD NAME: CERT RECORD RECORD TYPE: 

I I r 
NO 

L=J:A OF NO 

09 NO 

NO - MONTH NO 

CF CONDITION NO 

-

OF NO 

IND NO 

DESCRIPTION NO 

08-01-96 92 



RECORD CERTIFICATION RECORD RECORDTYPE: 
"DURABLE MEDICAL EQUIPMENT" 

0 Not Required Medicaid 
Must - GCO 

o Must be foilowed by -

Field 
No. 

03 

04 

Field Name Table 
Value Req. 

ID "GDO" C-24 

NO c-21 

SAT CONTROL NO NO 

TYPE NC 

NECESSITY 

IS 

CCWINED 

NO 

NC 

NO 

NO I
~~ ~ 

RCOM CONFINED NO 
I I 

I 
POSITIONING 

CHANGES NO 

21 NO 
I 

22 IMPAIR 

23 REGIMEN 

24 DECUBITUS ULCERS NO 

25 USE NO 

DEPENDENT 

27 CONTRCL I 
28 --A?= EPISODES 

LAYOUT 8 - 0 1- 93 



29 NO 

30 REPLACE NO 

32 NO 

33 NO 

ORDERING PROV LAST NO 
I 

F I R S T  NO 

PROV 

37 PROV I D  NO 

38 PROV NO 

CERTIFICATION I NO
I 

CCDE-4 NO 

45 IND NO 

4 6  NH DATE NO 

47 NH DATE NO 

48 RES TRACT NO 

49 USE NO 

CHAIR NO 

51  LEG I NO 
I I 

52 NO 

53 RECLINING NO 

55  NO 

5 6  

FILLER I 

94 




RECORD NAME: CERTIFICATION RECORDTYPE: 
FOR 

Field 
No. 

Field T a b l e  
V a l u e  

IC C-24 

U

02 SEQUENCE c-21 

03 PAT NO NO 

NO 

PLAN 9 5  



RECORD CERTIFICATION TYPE: 
NUTRITION THERAPY" 

Field 
No. 

C: 

I I 

Field Name Table 
Value R e q  -

ID C-24 GEC 

I I 

I 

SEEN BY PHY NO 

NO 

NO 

ADMIN IND NO 

18 IND 

19 PER DAY NO 

20 1 NO 

21 PRODUCT 1 NO 

22 PROCEDURE CODE NO 

23 1 NO 

24 2 NO 
I I 

! 



29 FED 2 NO 

30 FILLER-NATIONAL YES 

3 1  YES 

PLAN RECORD LAYOUT MANUAL 



RECORD CKRTIFICATION RECORD RECORD TYPE: 
"P- THERAPY" 

Field 
No -
01 

02 

03 

05 

06 

09 

13 

12 

13 

14 

15 

16 

17 

19 

23 

2i 

22 

23 

24 

25 

Field Name Table Encounter 
Value  -

'I C - 2 4  GOO 

c-21 

SAT NO 

ION TYPE KO 

OF NO 

" 

NO OF 

DT LAST SEEN BY 

PAT KO 

PAT NO 

PAT KO 

CONS IN3 KO 

OF 

TYPE OF MIX NO 

FED 

ECPCS PROCEDURE CODE NO 

ECPCS 1 NO 

ECPCS 2 NO 

ACID NO 

ACID VOLUME NO 

AMINO ACID NO 

ACZD 

~~ ~~ 

27 

2 8  

CONC NO 

NO 

98 



29 

30 

31 

32 

3 3  

34 

LIPIDS CONC NO 

LIPIDS NO 

FIELD NO 

TECH NO -

YES 

LOCAL 

9 9  




RECORD NAME: 	 RECORD RECORD TYPE: 
ITEMS” 

c N o t  R e q u i r e d  by Medicaid 
Must FBO - GPO 

c Must be foilowed by GXO -

Field Field N a m e  Table 
No. Value 

RECORD c - 2 4  

02 c - 2 1  

03 PAT NO 

04 

c 5  PLACE OF 

I

Encounter 
-

SO 

I 
HCTCS MCDIFIER 

. REPLY I09 

.A LENGTE 

1 2  CODE-1 
I 

I 
1 3  DIAGNOSIS CODE-2 NO 

- - DIAGNOSIS CODE-3 

DIAGNOSIS CODE-4 NO 

16  NO 

1 7  PATIENT NO 

DT LAST MEDICAL NO 

1 9  I N I T I A L  DATZ NO 

20  DATE 

2 1  LENGTH OF NEED NO 

22 CERT SI NO 

23 PRGV PHONE NO 

2 4  CERT FILE NO 

25 CERT FORM NUMBER 

26 -” 

27 

REPLY LO1 NO 

WI Z 

LAYOUT 08-01-96 13



-- 

-- 

33 LO1 

3 4  

38 

3 9  

4 5  

4 6  LO1 

4 7  REPLY 

LO1 

NO 


NO 


NO 


NO 


NO 


NO 


NO 


NO 


I 

I 

4 9  LO1 NO 

50 NO 

NO 

52 NO 

5 3  REPLY 
~~ ~ 

5 4  LO8 

55 NO 

--PLY 

57 L20 NC 

58 L60 NO 

101 




64 

65 

66 

67 

68 

REPLY 

LO4 

LO4 

LO4 

LO4 

PCP NO2 

71 PCT LO4 

72 FI - IONAL 

73 FILLER-M C A L  



RECORD CKRTIFICATION RECORD RECORD TYPE: 
NECESSITY FOR OXYGEN" 

0 Not Required by Medicaid 
0 -
0 Must be -

TYPE 2 

NO09 


10 


REASON 

FROM DATE NC 


HEALTH LAYOUT 38-fl-46 103 



I
NO 

I 

I 30 NO 

NO 

08-01-96 


